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tient or parent perception of medical stabilization.
Methods: Research staff contacted all patients and/or parents of
patients admitted under the inpatient PCM protocol at a large ur-
ban children’s hospital between January 1, 2011 and June 30, 2013.
A 20-minute telephone survey was conducted separately with the
patient and a parent or guardian. Participants were asked to rank
the usefulness of various components of the PCM protocol on 5-
point Likert scales ranging from 1 ¼ “very unhelpful” to 5 ¼ “very
helpful”; parent and patient responses were compared using
t-tests. Participants were also asked a series of open ended ques-
tions about the hospitalization addressing their perceived impor-
tance of the medical admission, what was most helpful, what was
least helpful, and what they thought was missing from their hos-
pital treatment. Interview responses were transcribed in real time,
and then coded into thematic categories.
Results: Thirteen patients and thirteen parents completed in-
terviews. Patient Likert scales regarding the helpfulness of protocol
components ranged from a high of 4.23 for “heart monitoring” to a
low of 1.46 for “limiting time doing homework”. Parent Likert
scales ranged from a high of 4.77 for “nursing care” to a low of 1.00
for “interacting with other patients.” Parents perceived meal
planning to be more helpful than patients (4.00 vs. 1.46, p ¼ 0.040)
and perceived limits on cell phone use to be more helpful than
patients (3.08 vs. 1.46, p ¼ 0.045). Both patients and parents
frequently mentioned that the need for hospitalization was the
ﬁrst time that they realized the seriousness of the eating disorder,
that they did need hospitalization, and that they were concerned
about cardiac complications. Parents were frequently appreciative
of having a respite from meal planning and responsibility for
making their children eat at home. Almost all patients and parents
desired more intensive mental health services in the hospital, and
patients frequently complained of being bored with nothing to do
other than eat.
Conclusions: Following inpatient medical stabilization, most pa-
tients and parents agreed that hospitalization was necessary and
important and both frequently expressed concerns about cardiac
complications. Parents were especially supportive of having meal
planning taken over by dietitians. Even in the medical setting,
intensive mental health services are strongly desired.
Sources of Support: Division of Adolescent Medicine, Nationwide
Children’s Hospital.
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CONSERVATIVE INPATIENT REFEEDING YIELDS MODEST
OUTCOMES IN ADOLESCENTS WITH ANOREXIA NERVOSA AND
EATING DISORDER NOT OTHERWISE SPECIFIED
Amy L. Weiss, MD, MPH, Amber Y. Kuk, BS,
Diane M. Straub, MD, MPH.
USF Health College of Medicine.
Purpose: Maximizing weight gain in hospitalized eating disor-
dered patients has been associated with long-term weight resto-
ration, improved cognitive and physical functioning, and decreased
anorexic thinking. However, rapid weight gain can be difﬁcult to
attain as patients with anorexia nervosa become hypermetabolic
during refeeding. Current recommendations of the American Di-
etetic Association and American Psychiatric Association support
cautious oral refeeding in order to avoid refeeding syndrome, but
resultant use of hypocaloric diets frequently leads to initial weightloss and prolonged length of admission. Recent studies have begun
to challenge the traditional means of slow refeeding and are
showing more rapid weight gain without detrimental effects. Our
aim was to evaluate current refeeding practices at our institution.
Methods: We performed a retrospective chart review of adoles-
cents, ages 12 to 21 years, diagnosed with either anorexia nervosa
(AN) or eating disorder not otherwise speciﬁed (ED NOS) admitted
for inpatient refeeding over the past three years. Power analysis,
based on prior studies, determined that 21 subjects would be
needed to know the average length of stay within three days range
with 95% conﬁdence. In addition to basic demographic informa-
tion, we collected detailed anthropometric data, including daily
weights from admission to discharge.We also documented feeding
regimen, including daily calorie counts and rate and timing of in-
crease in daily calories. Length of stay was recorded along with any
electrolyte abnormalities associated with refeeding syndrome.
Descriptive statistics were performed.
Results: We reviewed charts of 21 adolescents, admitted from
March, 2009 to May, 2012. Mean (S.D.) age was 16.2 (1.67) years,
and 95% were female (n ¼ 20). The majority (81%, n ¼ 17) were
diagnosed with anorexia nervosa. Mean (S.D.) length of stay was
17.3 (11.1) days, and mean weight gain during admission was 2.03
(1.94) kg. Percent ideal body weight increased from 75.4% (6.53) on
admission to 79.0% (6.07) on discharge. However, 71% (n ¼ 15) of
patients experienced initial weight loss after admission. Daily
calorie counts increased from 1271 (536) on hospital day one to
2304 (641) on the ﬁnal day of hospitalization. The dietician
frequently recommended increasing intake by 200 calories every
other day, although the recommendations were often not followed
by the primary team, mainly due to patient complaints (e.g.
nausea, abdominal pain). Three adolescents (14%) had hypo-
phosphatemia early in their hospital course (days one through
three), but none received supplementation and phosphorus values
self-corrected to normal the following day. One patient (5%) had
hypokalemia for three consecutive days and was started on oral
potassium supplement. No patients had clinically signiﬁcant
refeeding syndrome.
Conclusions: In this retrospective chart review, conservative
refeeding was employed for adolescents hospitalized with AN or
ED NOS. Patients experienced initial weight loss with modest
weight gain despite relatively long hospital stays. A few patients
experienced brief hypophosphatemia early in admission, which
self-correctedwithin 12 to 24 hours, arguing against true refeeding
syndrome. In our next study, we hope to implement more
aggressive means of refeeding in the same setting and examine
rates of weight gain, length of admission, tolerance, and safety
with faster refeeding practices.
Sources of Support: None.149.
PERCEPTIONS OF FAMILY STYLES BY ADOLESCENTS WITH
EATING DISORDERS AND THEIR PARENTS
Martin M. Fisher, MD, FSAHM1, Megan Bushlow 2.
1Cohen Children’s Medical Center of New York; 2University of
Michigan.
Purpose: The traditional view has been that there is a great deal of
rigidity and enmeshment in the families of adolescents with eating
disorders, with poor communication and satisfaction among
Poster Presentations / 54 (2014) S34eS93S78family members. We used the Family Adaptability and Cohesion
Scales (FACES-IV) to study whether this traditional view remains
true, or whether family styles among those with eating disorders
have changed over time to include a wider range of families.
Methods: Forty-four patients (ages 14-18 years, mean 15.4 years,
38 females, 6 males) being seen for treatment of an eating disorder
in a Division of Adolescent Medicine completed the FACES-IV
questionnaire, along with the Beck depression Inventory (BDI).
Patients had DSM-IV diagnoses of Anorexia Nervosa (38.6%), Eating
Disorders not Otherwise Speciﬁed (59.5%) and Bulimia Nervosa
(2.3%) and a mean BMI of 19.6 at the time of questionnaire
completion, which was an average of 175 days from ﬁrst visit.
Parents (38 mothers, 6 fathers) completed the FACES-IV and the
BDI at the same visit without conferring with their children.
Results: A great majority of patients and parents reported their
families as being connected/very connected (93% of patients, 98%
of parents), and ﬂexible/very ﬂexible (80%, 93%), with low/very low
enmeshment (89%, 89%), moderate/low/very low rigidity (77%,
95%), low/very low chaos(84%, 86%) and moderate/high/very high
communication (85%, 50%). Despite these scores, all well within
the normal range for families with teenagers, 70% of patients and
64% of parents reported low/very low satisfaction with their fam-
ilies, well below the normal range. Depression scores were mod-
erate/severe for 44% of patients and 14% of parents. T tests and
ANOVA showed no differences between FACES-IV scores and age,
gender, ethnicity, diagnosis and time from ﬁrst visit for patients,
while patients and parents who were more depressed were each
more likely (p < .05) to report greater dissatisfaction with their
families.
Conclusions: A great majority of patients with eating disorders,
and their parents, reported their family styles to be in the healthy
range, yet many patients and parents, especially those with
depression, expressed dissatisfaction with their families. These
data demonstrate that older concepts of the families of adoelscents
with eating disorders need to be reconsidered.
Sources of Support: There are no sources of support.
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RANGE OF THE QTC INTERVAL AT PRESENTATION IN
ADOLESCENTS AND YOUNG ADULTS WITH EATING DISORDERS
Ira B. Taub, MD 1, Ellen S. Rome, MD, MPH 2, Sarah Worley, MS 2,
Lakshmi Nagaraju, MD 2, Kenneth G. Zahka, MD 2, Peter F. Aziz, MD 2.
1Akron Children’s Hospital; 2Cleveland Clinic Children’s Hospital.
Purpose: Adolescents with eating disorders (ED) may be at risk for
cardiac complications due to prolongation of the corrected QT in-
terval. Current evidence for QTc prolongation is conﬂicting and
prone to multiple confounding factors.
Methods:We retrospectively reviewed electrocardiographic (ECG)
and clinical data for 200 ED patients at initial presentation be-
tween March 2008 and March 2013, along with 200 controls of
similar age and gender. Each ECG was interpreted in a blinded
fashion by two expert readers, with the QT interval measured and
corrected according to the Bazett formula.
Results: ED patients were 89.5% female, with a mean age of 16.4
years and mean Body Mass Index (BMI) of 18.9 kg/m2. At initial
presentation, 9% required hospitalization. ED patients were
signiﬁcantly more likely than controls to be bradycardic. The cor-
rected QT interval was signiﬁcantly shorter in ED patients (399.6 vs413.4 msec, p < 0.001). Neither group had an individual QTc in-
terval greater than 470 msec. Within the ED population, there was
no signiﬁcant association identiﬁed between QTc interval and
medication, BMI, or hospitalization at presentation; however, so-
dium andmagnesiumwere negatively correlated with Qtc interval.
Conclusions: In a large study of adolescents and young adults with
ED who had an ECG at presentation, the corrected QT interval was
signiﬁcantly shorter than in healthy controls. There was no sig-
niﬁcant association between QTc and BMI, inpatient status, or
medications. Longer Qtc intervals were associated with lower so-
dium and magnesium levels in ED patients. Clinicians need to
recognize and correct electrolyte abnormalities in adolescents
with eating disorders that may be risk factors for prolonged QTc in
this population.
Sources of Support: No external or internal funding supported
this project.
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DOES RATE OF WEIGHT GAIN DURING HOSPITALIZATION
PREDICT READMISSION IN ADOLESCENTS WITH EATING
DISORDERS?
Meghna Raju Sebastian, MD, Albert Hergenroeder, MD, FSAHM.
Texas Children’s Hospital.
Purpose: Readmission after hospital discharge is a fairly common
outcome in adolescents with eating disorders with various studies
reporting rates of 20 e 41%. There are conﬂicting reports of the
association between rapidity of weight gain and readmission. With
a recent impetus towards rapid weight gain, the effect of this
strategy on readmission rates is vital to learn. The purpose of this
hypothesis generating project was to identify if rate of weight gain
predicts medically necessitated readmissions.
Methods: The medical records of 307 patients with an eating
disorder diagnosis, who presented to the adolescent medicine
service during a 5-year study period (2004-2008), were
screened. Hospitalized patients who achieved weight restoration
to > 84% ideal body weight, with at least one follow-up visit
and a diagnosis of anorexia nervosa, bulimia nervosa or eating
disorder NOS (DSM 4) were included. Charts were indepen-
dently reviewed by at least 2 researchers to reach agreement on
values for all variables. Multiple logistic regression analysis was
used to evaluate for signiﬁcance. An interaction between the
presence of a psychiatric comorbidity and rate of weight gain
was tested.
Results: Of the eighty-two patients who were eligible, 20.5%
required readmission. The median rate of weight gain was 118.6
grams/day (IQR ¼ 91.83-150.84). There was a 1.8 times (95%
CI ¼ 0.91 e 3.59, p ¼ 0.087) greater odds of readmission with
each increase in weight gain quartile after adjusting for the
presence of another psychiatric co-diagnosis, type of eating
disorder, percentage of ideal body weight at admission, duration
of illness prior to presentation, and presence of bradycardia,
hypotension and hypothermia. With the lowest 25% as referent,
patients whose rate of weight gain was in the 2nd quartile had
an odds of readmission of 1.5 (p ¼ 0.71), the 3rd quartile 2.7
(p ¼ 0.3) and the highest quartile 5.7 (p ¼ 0.11). A simulation
analysis showed that the power of this study (n ¼ 82) to detect
the effect size observed was 72.2% (two-sided alpha ¼ 0.05).
The overall interaction term between rate of weight gain and
